sure of round 80 mm.Hg for a matter of hours, with uneventful recovery, and ventures the opinion that such a period of hypotension has no adverse effect on such a patient. All those who have had experience with this type of patient will agree with me that such a prolonged period of hypotension definitely prejudices the patient's post-operative recovery. He has also shown records of a case in which an operation, lasting some three hours, was undertaken on a patient who suffered from hypotension with systolic pressure of around 80 mm.Hg. He pointed out that this patient was apparently undisturbed by such a period of profound hypotension, and stated that it was his opinion that in such patients under light anwsthesia such hypotension was not of great consequence. I feel very strongly that it is an error of judgment to expose any patient suffering from such a degree of hypotension to anaesthetic or operative procedures, unless these be immediately necessary for preservation of life, without first treating the circulatory collapse.
The duration of anaesthesia is certainly of importance in the case of patients who have, or will have post-operatively, pus or blood, or other foreign matter in the mouth and pharynx. No matter how lightly a Datient may be anaesthetized during operation the post-anaesthetic period of depression is directly related to the duration of anaesthesia, and it is necessary that patients of this type should be fully recovered at the earliest possible moment.
Dr. Z. Mennell said that from the anaesthetist's viewpoint, always presupposing the same gentleness and skill on the part of the surgeon, the quicker an operation is done, the less shock for the patient. In 'his Embley lecture in Melbourne he had hinted that he could not understand and did not like the modern deliberate surgery. For this he had been seriously attacked by the Australian Medical Journal, but with the help of the late Sir Squire Sprigg they had been obliged to publish a reply which contained figures which could not otherwise have been properly quoted by an anaesthetist. Enough had been said about cerebral surgery and his views were well known by the Section.
To turn to other branches of surgery, he cited prostatectomy where speed was certainly an important factor, for reasons that must be obvious. He was firmly convinced from long experience that speed was one of the greatest factors of safety in surgery, and there was a tendency for some surgeons to abuse the skill of the anaesthetist, and to carry out an excessive technique at the expense of surgery and to the ultimate detriment of the patient. [Maj 7, 1943] Trichlorethylene Anesthesia by the Single-Dose Method By A. H. GALLEY, M.B., B.S., D.A.
Introdictioni.-The use of trichlorethylene by the new method was quite fortuitous and was due to the fact that at one time vinyl-ether had been in short supply thereby compelling the speaker to search for an alternative agent. The method had been employed for anasthetizing children both for dental extraction and guillotine tonsillectomy. The dental clinics of the Borough of Tottenham were chosen for the original research as it was there possible to arrange whole sessions of children only (or mainly of children), thus facilitating the comparison of the effect of varying dosage from case to case, also because the health visitors of the borough could follow up and report upon the condition of the patients the next day.
Apparattis.-Two similar pieces of apparatus had been used: the Goldman inhaler and its Oxford modification; the latter proving the better as it was possible to produce a gradual increase of vapour tension and consequently a smoother induction.
Dosage.-I 5 c.c. had proved adequate for dental extractions but for the guillotine tonsillectomies larger quantities had proved necessary, i.e. 3 c.c. for children up to 5 years of age and 5 c.c. for older children.
Induction.-Dental cases required no premedication and air could be given as required by manual occlusion of the neck of the rebre%athing-bag at the commencement of an inspiration, when the emergency inspiratory valve would come into action. One or two breaths of air were enough during most inductions, the colour remaining rem.arkably good. (Each case must be treated upon its merits, however.) After from 60 to 90 seconds automatic respiration became established and another 20 to 40 seconds rebreathing were necessary to produce a useful length of anasthesia; within limits the longer rebreathing was kept up the longer was the anacsthesia that ensued. In Dr. Galley's opinion an estimation of the length of anmesthesia likely to be produced was more difficult than when using vinyl ether; he therefore erred on the short side as owing to the well-known amnesic effects of trichlorethylene, even if the last tooth or two were extracted with a whimper no memory of the event remained. The addition of oxygen to the mixture had proved redundant and, indeed, it only retarded the induction. When anaesthetizing for tonsil-
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Section of Ancesthetics 463 lectomy, however, with darkened operating room, oxygen had been added to prevent any possibility of anoxaemia; carbon dioxide cautiously added had speeded up the induction.
CONCLUSIONS
Single-dose trichlorethylene anaesthesia closely resembled single-dose vinyl-ether administration, owing, no doubt, to the similarity in the apparatus employed. Salivation was usually absent or at worst much less evident than when using vinyl ether. It shared with vinyl ether that lack of anoxaemia (with its consequent venous congestion) that was such a drawback when operating under nitrous oxide anaesthesia. Laryngeal spasm appeared non-existent, in dramatic contrast to ethyl chloride and those cases under vinyl ether where saliva inadvertently gravitated on to the vocal cords. All cases were followed up by the health visitors who reported no untoward sequelae (sickness, vomiting, nausea or headache) the day following extraction. The tonsillectomy cases were all in hospital and with the exception of one child (who was operated upon against Dr. Galley's advice, developed bilateral multilobular atelectasis and recovered within twenty-four hours) the convalescence was markedly improved when compared with ethyl chloride or ethyl chlorideether sequence anaesthesja. Trichlorethylene was very much cheaper than either of the other anaesthetics mentioned, a whole session of administrations costing only a few pence.
Further Observations on Trichlorethylene
By C. LANGTON HEWER, M.B., B.S., D.A.
MY previous paper on trichlorethylene read before the Section (1942) a year ago was based upon 400 administrations. Since that date, the drug has been used extensively at Hill End Hospital and my colleagues (Mr. B. Rait-Smith and Mr. H. R. Marrett) and I have given it upon over 3,700 occasions, so that more extensive data are now available.
Indications.-We have found that trichlorethylene is especially useful in the induction of anaesthesia when added to nitrous oxide and oxygen. The onset of anaesthesia is smoother and takes less time than with ether. In the average patient with light premedication, four minutes (suffice from consciousness to the third stage. If intravenous pentothal is given the time will be slightly longer owing to respiratory depression. In the majority of patients undergoing major surgery, the induction of anaesthesia has been with this technique. Narcosis may be maintained with the same mixture if complete muscular relaxation is not required. As a rule there is no difficulty in intubating either nasally or orally should this be desirable. We have found endotracheal nitrous oxide-oxygentrichlorethylene particularly useful in ophthalmic surgery where capillary oozing is definitely less than with ether and the dreaded post-operative vomiting is rare. Replacements of detached retinae can be done with this method as, in spite of statements to the contrary (Stowell, 1943) , the diathermic cautery is no contra-indication to its use. It might, perhaps, be well to clear this point up. Trichlorethylene vapour will not burp or explode if mixed in any proportion with air, oxygen or nitrous oxide. If sparking occurs in a strong vapour of the drug, a minute amount of phosgene may be formed in the immediate neighbourhood of the spark but, even if pharyngeal insufflation without packing is being done, the quantity inhaled by the patient is infinitesimal. With endotracheal anaesthesia using a cuffed tube or a pack, none at all can be inhaled. This also applies, of course, to chloroform. If sufficient relaxation cannot be obtained easily, it is far better to change over to some other drug such as ether than to push trichlorethylene to a very deep plane. When adequate relaxation is attained with ether, a second change back to trichlorethylene will usually enable this deep plane of narcosis to be held. I believe that most of the troubles encountered have been due to neglect of this advice. For example, an extremely rapid respiration rate is seldom seen with the technique described but, if it should occur, I
should not hesitate to change over to some other drug although I have never seen any harm arise from this cause. The "safety-factor", i.e. the ratio of the minimum lethal dose to the anaesthetic dose, would appear to be very much higher with trichlorethylene than with chloroform. I have only seen respiratory arrest occur on one occasion and then only for a very brief time.
I have not tried the intravenous injection of curare to produce complete relaxation in light trichlorethylene anaesthesia but the practice may have possibilities (Griffith and Johnson, 1942; Barnes, 1943) .
